MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH H63-037610

DEPARTMENT OF PUGLIC HEALTH AND WELFAR
. ion District N 3 l 8 a i 1003 STATE FILE NUMBER
DO NOT WRITE AMENDED 325!"“!% istrict No, _______ —_ rimary Registration District Mo, _—.._Registrar's No.

ON THIS STUB %
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dc_v:_e-ud lived. 1f inatitution: Residence before

a. COUNTY a. STATE b. COUNTY admission)

Miggourd™ ™ St. Iounis

b. CITY {If ourside corporate limita, give TOWNSHIP anly)] Length of stay in 1b c. CITY Inside Limirs
OR

TOWN Tgsi'N mkvine Yes E Ne O

c. FULL NAME OF {1f NOT in howpitel, give location} . Inside Limita d. STREET { cutside, give location} Rezide on Farm
HOSPITAL ADDRESS

Wstiution Lutheran Hospital YedX] No DD 6050 Telegraph Road Y Nof

3. NAME OF DECEASED Firsy - Middle Last 4. DATE Month Day Year
(Type or print) OF

Elsa Haller DEATH i&ﬁﬁmbgt ]Ql 1963
5. SEX 6. COLOR OR RACE 7. Married [J Never Married [J |8. DATE OF BIRTH | @ AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
. wid d Di d Months | Days Hours Min.
Female White dowed oreed O 6/2]1895 68

10a. USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country] { 12. CITIZEN OF WHAT COUNTRY

dugj ost of worlging life, if retired)
ougewoyk Own_Home Mt, Olive, I11

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Carl EKeller Bertha Adele Phillip

15. WAS DECEASED EVER IN LS. ARMED FORCES 146 SQCLAL ECCUIRITY 17. INFORMANT Address

(Yes, nhor unknown} l {1# yes, glv&;;aor dates of] E]_mer Hal],er 6050 To]_egmph E i

18. CAUSE OF DEATH (Enter only one cause ner lina far (a), {b), and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED 8§ ONSET AND DEATH

IMMEDIATE CAUSE (a) MYO CRARO A Iy, FARARc ' o w 2 nta

V5 300
Rev. 4/59

DATE AMENDED

DOCUMENT

Conditions, if any, ouETo b _ARerepie sacefoirs, fyemes

which gave rise 10

above cause (a],

stating the under- :2 a A

lying cause last. DUE TO (<)

PART 1. OTHER SIGNIFICANT CONDIIIONS CONTRIBUTING TO DEATH but net related to the ferminal PART I, If deceased was female wa
disease condition given in PART 1 (&) there a pregnancy in |ast 90 days.

DFKPoseres Meces 7"0-.1' ] O Yes ] Kuo I O Unknown
19. WAS AUTOPSY lT‘o;. ACCIDENT SUlcleDE HOM[:IICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter netwre of injury in PART | or PART |1 of item 18.)
B .

PERFORMED?
YESW NOO

20c, TIME OF Hour Month, Day, Year
INJURY a.m.
pora,

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [T farm, facrery, street, office bidg., elc.)
NOT WHILE AT WORK. O

2t. | attanded the d d from Sl.-.ﬂ v ro _IFG3 to ‘Sw? L "qﬂd last saw :i-ahve o "r v f}

Death occurred at. ]'o P'l. m on tha date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGWATURE {Degree or title} . '22b. ADDRESS 22c. TE SIBSNED
W W € 3I¥ A ot 7/20/6.3

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIOM (City, tawn, of county) (Statd)
REMOVAL [Specify)

‘_"QMJ'_—W. Hop cen:seter:l? LREGLB?YR; "}Ag‘ss qtslrii RE
t . ifoPdnelater Mortuarics SEPTIY N6 |t Mo
7814 So. Broadway St. leuis, Mo« -

[Licensad Embaimer's Statement on Reverss Sids)
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO'




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by 7 - Student Embalmer No.
working under my personal supervision.

" Student

Signature of Student Embalmer

‘Licensed Embalmer No. ‘? S/ 7/
. ,
P. O. Address z W

v/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure 10 :omply
with the sbove constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall.sign in his OWN handwriting.

If this body is nof embalmed fact should be so “stated-3bove.

3




